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Summary We present the case of a 42-year-old female who presented to our emergency
department (ED) complaining of epigastric pain for four days. She had been seen in the outpatient
department and ED previously for evaluation, but continued to experience epigastric pain with
fever. Emergency panendoscopy was performed and a toothpick was discovered impacted in the
duodenal bulb. The gastroenterologist was unable to remove the toothpick endoscopically.
Computed tomography of the abdomen revealed a long and straight hyperdense foreign body,
and intra-abdominal abscess formation. An emergency laparotomy was performed. The patient
recovered gradually andwas discharged 11 days later. She could not rememberwhen she swallowed
the wooden toothpick, but guessed that it was while out drinking. There is an old wives’ tale in
Taiwan that putting a toothpick in the cup while drinking beer reduces the likelihood of abdominal
distention from the carbonation of the beer.
# 2008 International Society for Infectious Diseases. Published by Elsevier Ltd. All rights reserved.Introduction
Epigastralgia is one of the commonly seen symptoms in the
emergency department (ED) everyday. We presented a case
of 42-year-old lady who suffered from epigastralgia for four
days. Although she ever visited outpatient department of
gastroenterology and ED earlier, persistent epigastric pain
and eventual fever bothered her. Finally intra-abdominal* Corresponding author. Department of Emergency Medicine,
Mackay Memorial Hospital, No. 92, Sec. 2, Chung-Shan N. Road,
Taipei, Taiwan. Tel.: +886 2 25433535x3126; fax: +886 2 27621403.
E-mail address: yjsu@ms1.mmh.org.tw (Y.-J. Su).
1201-9712/$36.00 # 2008 International Society for Infectious Diseases.
doi:10.1016/j.ijid.2008.10.001abscess caused by toothpick injury was found by panendo-
scopy (PES) and computed tomography (CT). Only a small part
of patients can recall swallowing the toothpick. Herein we
reviewed the variable presentation of toothpick injuries, and
discuss how to diagnose, treat, and estimation of prognosis.
Case report
A 42-year-old female presented to our ED complaining of
epigastric abdominal pain accompanied by fever. Vital signs
on arrival to the ED were a temperature of 38.7 8C, heart rate
of 109 bpm, respiratory rate of 20 breaths per minute and
blood pressure of 93/61. She had initially been seen as anPublished by Elsevier Ltd. All rights reserved.
Figure 2 PES showed a wooden toothpick impacted in the
duodenal bulb and a small round ulcer near this foreign body
(white arrow).
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gastric pain four days earlier. Her symptoms at that time
included nausea, anorexia and heartburn with chest tight-
ness. Outpatient panendoscopy was recommended and
scheduled to be carried out several days later. Strocaine
(oxetacaine) and bentyl (dicyclomine) were prescribed.
Two days later, she continued to have discomfort and pre-
sented to ED. She described her abdominal pain as epigastric,
gradually worsening and constant for hours, without asso-
ciated nausea, vomiting, diarrhea, constipation, radiation or
fever. She denied the pain was associated with oral intake,
and had not noticed any melena or hematochezia. Physical
examination revealed epigastric tenderness, but no guarding
of the abdominal muscles and no rebound tenderness.
Laboratory tests showed a white blood cell (WBC) count of
10.1  109/l and a C-reactive protein (CRP) of 2.52 mg/dl.
Other laboratory results were unremarkable. Ketolorac
30 mg intramuscularly and oral acetaminophen, magnesium
laxatives, metoclopramide and strocaine were administered
with relief and she was discharged home. Two days later, the
patient began to have fever, the epigastric pain migrated to
the lower abdomen and she returned to the ED. Diffuse
abdominal tenderness and rebounding tenderness were
noted at that time. Blood tests showed a WBC count of
14.3  109/l and a CRP of 7.24 mg/dl. Plain abdominal film
revealed no significant roentgenological abnormality. No
evidence of pneumoperitoneum or foreign body was seen
(Figure 1). Emergency PES was performed and a toothpick
was found to be impacted in the duodenal bulb with an
adjacent ulcer (Figure 2). The gastroenterologist tried to
remove the toothpick endoscopically with forceps, but was
unsuccessful. The toothpick was lodged firmly in the duode-
nal bulb and surgical intervention was indicated. A computed
tomography (CT) of the abdomen was performed; it revealedFigure 1 Plain abdominal film reveals no evidence of a foreign
body or pneumoperitoneum.a long and straight hyperdense lesion in the duodenum
(Figure 3A). An intra-abdominal abscess was also found
(Figure 3B). Emergency laparotomy was performed. The
duodenal bulb had been perforated by the toothpick and a
small amount of turbid ascites were found in Morrison’s
pouch. The toothpick was removed, the injured tissue wasFigure 3 (A) In the non-enhanced abdominal CT, a long,
straight, slightly hyperdense lesion was seen in the duodenum,
indicating a foreign body such as a toothpick (black arrows). (B)
In the enhanced abdominal CT, intra-abdominal abscess forma-
tion was noted (asterisk).
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operative course was uneventful and she was discharged 11
days later. Parenteral antibiotics with cefoxitin 2 g every six
hours were administrated for one week. She surmised that
she might have accidentally swallowed the toothpick while
drinking beer.
Discussion
Unintentional ingestion of a foreign body is commonly seen in
daily life. Ingestion of toothpicks can lead to symptoms of
variable severity, organ damage and even death. The char-
acteristics of toothpicks — long, sharp, slender, hard and
indigestible — make them ideal objects to lead to potentially
life-threatening complications if ingested. Their frequent
use in the oral cavity and the difficulty in identifying them
on plain film X-ray heighten their potential for harm. Tooth-
picks most frequently cause damage at the duodenum and
the sigmoid colon.1 There are many case reports describing
toothpick-related injuries of the gastrointestinal (GI)
tract.2—9 More sinister is the damage that can occur to nearby
organs after penetration of the GI tract, including pericardial
effusions and cardiac tamponade10—12, liver abscesses,13—15
and duodenorenal fistulas,8 as well as to adjacent vascular
structures.16,17 Systemic sepsis only adds insult to injury.
Such a diagnosis can be called ‘traveling toothpick’ or ‘dis-
ease imitators’.18
The patient could not recall accidentally ingesting the
toothpick. There is an old wives’ tale in Taiwan that the
gaseous distention associated with drinking beer can be
reduced if one puts a toothpick in the same cup as the beer.
This patient suffered a duodenal perforation as a result. Only
12% of patients actually recall swallowing a toothpick, so
many cases of ingested toothpicks do not seek medical
attention, allowing the offending toothpick to travel down
the GI tract, even to extra-intestinal organs or vessels,
causing additional damage.1 Toothpick injury is more com-
monly seen in the male (88%), according to a literature
review. The mean age of incidence is 54.6 years old, ranging
from 31 to 80 years old. Most patients (70%) presented with
abdominal pain. The onset of symptoms ranged from less than
1 day to 15 years after ingestion.1
With imaging techniques, toothpicks were apparent in
14% of cases.1 In this case, we cannot see the toothpick in
the plain film, but the hyperdense, long and slender foreign
body was visualized by non-contrast CT of the abdomen. In
some cases, the toothpicks are detected by sonography.6,16
CT images are useful to acquire clinical information, such as
the location of the toothpick and the area of tissue
damage.2
The definitive diagnosis was most commonly made by
laparotomy (53%), followed by endoscopy (19%).1 Wichmann
et al. even reported laparoscopic management of a small-
bowel perforation caused by a toothpick.9 In our case, intra-
abdominal abscess formation was noted in the enhanced CT
scan, so laparotomy is better than laparoscopic management
for complete debridement. A small amount of turbid ascitesaccumulated in Morrison’s pouch and some adhesions were
carefully dissected by surgical intervention.
The outcome is related to the extent of damage caused by
the ‘traveling toothpick’; overall mortality is 18%.1 Our
patient could not recall swallowing something, so use of
endoscopy, sonography and CT is helpful to find the foreign
body swallowed.
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